Schering Company (personal communication) has information from 16 pregnancies, all normal, in which there was low dose exposure. The company is also aware of four pregnancies exposed to the Hammerstein regimen. Two normal girls were born after treatment with 50 mg cyproterone acetate daily during the first 10 and 18 weeks of pregnancy, respectively. Two boys were born after exposure to 100 mg cyproterone acetate daily but little is known about these pregnancies. One of them occurred in Britain (treatment for 20 weeks, child probably normal) and the other in the'United States (data inadequate but possible exposure for six weeks, outcome unknown) (Schering Company, personal communication) .
In our patient we considered that the male fetus was at particular risk of genital malformation because ofthe high dose and prolonged exposure to the antiandrogenic drug during a sensitive period of fetal life. Postabortal examination of the fetus, however, showed no sign of anatomical malformation, so the abortion may have been unnecessary. Nevertheless, normal genital anatomy does not exclude the risk of disturbed sexual function in adult life. 4 The question what to advise should another patient be exposed to cyproterone acetate during early pregnancy remains open. Our case and the few available data from other patients suggest that apparently normal development may occur in a male fetus and that induced abortion may therefore not be absolutely necessary. range. None of the 82 patients had any symptoms that could be associated with coagulation problems.
Comment
During the 1950s diagnosing fetal death with certainty was sometimes difficult. Spontaneous labour was awaited, which resulted in some fetuses remaining dead in utero for many weeks. In reviewing 14 papers from this era (over 133 cases) we found only two cases in which coagulation abnormalities occurred-within five weeks after presumed fetal death, one after four weeks' and one after 14 days.2 A case was described in an unbooked patient 10 days after "movements ceased," but the clinical history and examination suggested a much longer period of intrauterine death.3
One study reported more than 100 women who had retained a dead fetus in utero for more than one week, 50 ofthem for longer than five weeks (range 5-19 weeks, mean eight weeks).4 Fibrinogen concentrations started to fall after three to four weeks, but this was not clinically important before five weeks. After five weeks about 25% of women developed defective haemostatic function. Hodgkinson et al found a clinically unimportant fall in fibrinogen concentration within two weeks, which recovered only to fall again weeks later.5 This fall in fibrinogen concentration might be similar to that which occurs after normal delivery.
Thus other reports suggest that within three weeks after fetal death no abnormalities are found by coagulation studies and no clinically important abnormalities are likely before five weeks; our data support these statements. The diagnosis of intrauterine death can now be made with certainty, and prostaglandins and oxytocin can reliably and safely empty the uterus. Consequently it is rare for dead fetuses to be left in utero for any length of time, as our study confirms. An on call "clotting screen" costs about £11, but the resulting delay in starting epidural anaesthesia and further distress to the mother must be considered.
We believe that routine coagulation screening when the fetus has been known to be dead for three weeks or less is not necessary from an obstetric or anaesthetic viewpoint. A policy of performing such investigations on those women with a fetus in utero for longer than this time, or where clinical indications or doubts exist, gives a good safety margin and would be more rational. Patients, methods,and results Fifty patients with unilateral and 17 with bilateral primary vesicoureteric reflux were inovestigated (41 girls, 26 boys; age range 5-14, mean 8 1 years; 49 children were aged-9 or under). The severity ofreflux was graded-from I to V according to -the international classification; 49 patients had grade I or II reflux and 18 grades III to V. Thirty four children had experienced a recent urinary inifection and had been investigated for the first time by voiding cystourethrography. The remaining 33 children had a history of urinary infection between the age of 2 weeks and 3 years; they had undergone voiding cystography at least twice as part
